An evidence-based tool (PE for PS) for healthcare managers to assess patient engagement for patient safety in healthcare organizations by Aho-Glele, Ursulla et al.
Patient Experience Journal 
Volume 8 Issue 1 Article 7 
2021 
An evidence-based tool (PE for PS) for healthcare managers to 
assess patient engagement for patient safety in healthcare 
organizations 
Ursulla Aho-Glele 
University of Montreal, ursulla.aho-glele@umontreal.ca 
Marie-Pascale Pomey 
University of Montreal/CRCHUM, marie-pascale.pomey@umontreal.ca 
Maiana Regina Gomes de Sousa 
Federal University of Goiás, Brazil, maianaregina@gmail.com 
Khayreddine Bouabida 
University of Montreal, bouabida.khayreddine@gmail.com 
Follow this and additional works at: https://pxjournal.org/journal 
 Part of the Health and Medical Administration Commons, Health Policy Commons, Health Services 
Administration Commons, and the Health Services Research Commons 
Recommended Citation 
Aho-Glele, Ursulla; Pomey, Marie-Pascale; Gomes de Sousa, Maiana Regina; and Bouabida, Khayreddine 
(2021) "An evidence-based tool (PE for PS) for healthcare managers to assess patient engagement for 
patient safety in healthcare organizations," Patient Experience Journal: Vol. 8 : Iss. 1 , Article 7. 
DOI: 10.35680/2372-0247.1454 
This Research is brought to you for free and open access by Patient Experience Journal. It has been accepted for 
inclusion in Patient Experience Journal by an authorized editor of Patient Experience Journal. 
An evidence-based tool (PE for PS) for healthcare managers to assess patient 
engagement for patient safety in healthcare organizations 
Cover Page Footnote 
We warmly thank members of the “Community of practice on patient engagement” in the Quebec 
province of Canada, on the experience and partnership of care and services for contributing to the 
development of this tool. This article is associated with the Policy & Measurement lens of The Beryl 
Institute Experience Framework (https://www.theberylinstitute.org/ExperienceFramework). You can 
access other resources related to this lens including additional PXJ articles here: http://bit.ly/
PX_PolicyMeasure 
This research is available in Patient Experience Journal: https://pxjournal.org/journal/vol8/iss1/7 
Patient Experience Journal 




Patient Experience Journal, Volume 8, Issue 1 – 2021 
© The Author(s), 2021. Published in association with The Beryl Institute 
Downloaded from www.pxjournal.org   45 
 Research 
 
An evidence-based tool (PE for PS) for healthcare managers to assess 
patient engagement for patient safety in healthcare organizations 
Ursulla Aho-Glele, University of Montreal, ursulla.aho-glele@umontreal.ca  
Marie-Pascale Pomey, University of Montreal/CRCHUM, marie-pascale.pomey@umontreal.ca   
Maiana Regina Gomes de Sousa, Federal University of Goiás, Brazil, maianaregina@gmail.com   




In 1999, the Institute of Medicine had already warned that medical errors caused between 44,000 and 98,000 avoidable 
deaths per year in the United States. A similar situation was subsequently in 2000, documented in Canadian hospitals. 
According to a Canadian Patient Safety Institute report (2016), incidents in both acute and home care settings resulted in 
additional costs of $2.75 billion each year. Research suggests that Patient Engagement (PE) for Patient Safety (PS) can 
help address this issue. However, the use of PE in various strategies to promote PS has yet to be fully integrated across 
healthcare systems in OECD countries. The aim of this study was to develop a tool for managers to assess PE strategies 
implemented at a health system level to enhance PS. Developing the tool involved 3 phases: (1) creating a framework; (2) 
building a first version of the tool; (3) validating the tool by an expert committee of PS and PE managers. The final tool 
consists of 81 questions, divided into four sections: (1) describing the healthcare organization (n=14); (2) gathering 
general information on PE strategies (n=15); (3) assessing different PE strategies for PS (n=49); and (4) describing the 
respondent’s involvement in PS committees (n=3). The tool is currently being used (by healthcare professionals working 
in Risk Management (RM) or PS, or, by task groups that include patients) in a research study in Canada and France, to 
assist healthcare managers in monitoring the evolution of PE for PS at a system level. 
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According to the Institute of Medicine (IOM), Risk 
Management (RM1) is part of Patient Safety (PS) and can 
be thought of as “freedom from accidental injury due to medical 
care or from medical error.” [See Footnote 1] Already in 
December 1999, the IOM’s report entitled “To Err is 
Human: Building a Safer Health System” revealed that medical 
errors2 caused between 44,000 and 98,000 avoidable 
deaths per year in the USA. [See Footnote 1] In Canadian 
hospitals, similar evidence has been found, revealing that 
“one in fourteen patients suffer from some form of harm, with a third 
of such cases being preventable.” [See Footnote 2] Moreover, 
deaths related to incidents3 occur every 13 minutes, [See 
Footnote 3] and medical errors in both the acute and 
home care settings can cost $6,800 per patient, resulting in 
additional costs of $2.75 billion each year in Canada. [See 
Footnote 4] Estimated costs related to incidents and 
accidents4 in hospitals represent the costliest form of care, 
accounting for over $58 billion per year across the country. 
[See Footnote 5] 
 
That said, according to the “Safety is Personal” report 
from the Institute of the National Patient Safety 
Foundation in the U.S.A., patients and families can play a 
primary role in the prevention of medical errors and harm 
reduction.6 Indeed, studies related to both Patient 
Engagement (PE) and shared decision-making reflect the 
evolving and shifting role of patients and families in 
healthcare as they become more active, informed, and 
influential.7 A growing body of evidence supports that PE 
can lead to better health outcomes,7, 8 contribute to 
improvements in quality and PS,9-13 and help control 
healthcare costs.14, 15 For example, in a mixed method 
study by Taber et al.,16 a multidisciplinary quality 
improvement initiative concluded that engaging patients in 
follow-up analysis of their medication (e.g., reviewing 
discharge medication with patients) intake reduced 
medication safety issues by 40%, and was associated with 
100% adherence with reconciliation,5 while seven-day 
readmission rates decreased by 50 %. 16 Moreover, a 
systematic review summarizing the evidence from 55 
studies17 concluded that patient experience is positively 
associated with activities such as adherence to 
recommended medication and treatments; the use of 
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screening services and immunisations, and fewer adverse 
events in general.17 
 
Hence, PE – and that of the patient’s family and loved 
ones – are part of a new collaborative strategy, rapidly 
becoming a cornerstone for improving quality of care.18 
Healthcare institutions wanting to build safer systems and 
control costs are increasingly setting PE goals to ensure 
higher levels of engagement from patients with regard to 
managing their own care and overall risk management in 
healthcare and social services.7, 8, 14, 19, 20 
 
In addition to the evidence above, Accreditation Canada 
(AC) (Canada’s healthcare institution accreditation body), 
in collaboration with the Canadian Patient Safety Institute 
(CPSI), stated in its 2013-2018 strategic plan that the 
organization’s main goal in PS is to encourage PE in order 
to support healthcare policy transformational change at 
organizational and system levels.21, 22 Thereafter, on 
January 1, 2016, AC standards were updated and clearly 
focused on the patient and family partnership approach. 
For instance, quality improvement teams and care safety 
are now deemed as incomplete without patients and their 
families being involved.22 
 
Despite these great strides and intentions, risk and PS 
managers in Canada have little to no evidence-based 
guidance on how to plan, implement, promote, evaluate 
and improve (thus, institutionalize) PE in healthcare 
establishments, particularly as related to PS at a system 
level. Moreover, no tools have being found which 
captured an overall system strategy of PE in PS in an 
entire healthcare organization or system. 
 
Thus, the objective of the study is to build a tool to assist 
healthcare managers in assessing system-wide integration 
of PE for PS practices, incorporating concepts of “Safety 
I” (situations that can go wrong) and “Safety II” (what 
goes right and the system’s ability to succeed despite 
conflicts, uncertainties and risks).23 The tool was also 
intended to track change over time based on 
organizational best practices. Further validating the 
rationale for our research is the fact that, after the creation 
of our PE for PS assessment tool, in 2018, the CPSI 
released a guide to assist both patients/families and 
providers/organizations effectively partner to accelerate 
PS and quality efforts (in accreditation, regulations, etc.).24  
 
Consequently, this article presents the development of the 
PE for PS assessment tool at a system level by describing 
its creation process, and then discussing how it can be 
used by PS managers, risk managers or a task group in 
which patients are included, who wish to assess their PE 
strategies. The first part of the article presents the 
methodology used to create the tool in three phases. We 
then discuss the results and limits of our research, before 
formulating our conclusions.   
Methodology 
 
In order to build the PE in PS diagnostic tool, the research 
team followed a qualitative25 validated process to ensure 
the questionnaire’s relevance, acceptability and reliability, 
internal validity and usability26 according to a three-phased 
triangulation of: To ensure the questionnaire’s relevance, 
acceptability and reliability, the first two phases helped 
toward that objective: 1) structuring and identify themes 
(framework building); 2) creating a first version of the tool. 
To ensure the questionnaire’s internal validity and 
usability, the third phase was developed: 3) testing the 
validity and usability of the tool.  
 
Phase 1: Structuring and identifying themes 
Phase 1 firstly involved building a conceptual framework 
to anchor the tool around guiding principles of 
institutional theory (theory of change)27, 28 for better 
integration and institutionalization of PE for PS. 
Institutional theory seems best suited and relevant to our 
research questions since it integrates all research elements, 
including the enabling and inhibiting factors of change, 
which is related to change brought about by PE in terms 
of practice, strategies and mechanisms implemented by 
leaders within a given health institution. Published and 
grey literature were reviewed in order to better structure 
the conceptual framework around (i) PE best practices in 
healthcare institutions, (ii) factors enabling and inhibiting 
PE for PS, and (iii) available tools to measure PE for PS. 
Pertinent literature was identified through systematic 
searching of English-language published and grey literature 
covering the 2000 – 2016 time period. Our search targeted 
health management and social science literature using key 
words such as ‘patients OR users’ AND ‘engagement OR 
involvement OR participation’ AND ‘institutionalization 
or integration’ AND ‘patient safety OR risk management’. 
In addition to these resources, the research team reviewed 
internal documents on PE for PS from international 
organization websites such as CPSI, Accreditation Canada, 
the Institute for Healthcare Improvement (IHI), and the 
Health Foundation, because of their potential to influence 
PE for PS across healthcare organizations.  
 
Phase 2: Creating a first version with support from 
two PS/PE experts 
Phase 2 involved taking into consideration the conceptual 
framework’s structure and guiding principles with support 
from two PS/PE experts (one each working for the 
ministries of health in Quebec and France). Both experts 
commented on and reviewed all proposed questions in the 
tool by considering their respective governments’ 
priorities. 
 
Phase 3: Testing validity and usability 
Phase 3 consisted of testing the tool’s validity and usability 
by sending its second version to selected PS/PE experts. 
These experts came from three different types of 
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healthcare organizations in Quebec: (1) integrated 
university health and social service centres (free translation 
of Centre intégré universitaire de santé et services sociaux or 
CIUSSS); (2) non-university integrated health and social 
service centres (free translation of Centre intégré de santé et 
services sociaux or CISSS); and (3) university healthcare 
centres (UHC) which offer tertiary and quaternary care.  
 
A total of five organizations, four in the province of 
Quebec, and one located in France (2 CIUSSS, 2 CISSS 
and 1 UHC) were selected based on their recognized work 
on PE and PS. The proposed tool was sent to each 
selected organization via email, and, more specifically, to a 
management duo (active at the management level) 
comprised of one person in charge of PE strategy and the 
other responsible for PS and RM. The expert duos were 
asked to answer all questions in the questionnaire by 
keeping in mind the clarity, the layout, the use, 
understanding and relevancy of the questionnaire, and if 
there are any questions missing or to be modified for 
better comprehension. Table 1 gives a detail of the seven 
questions asked the expert duos. At the end, all of their 




Phase 1: Structuring and identifying themes 
(Conceptual framework) 
Theoretical framework and conceptual model based on a 
theory of change: the institutional theory 
 
For this research project, the institutional theory was used 
not only to enable the construction of a conceptual 
framework (Appendix A - Conceptual Framework PE for 
PS), which sets out the different themes, principles and 
sections to be included in the tool for PE in PS.27- 32 Such 
an institutionalization process is initiated by establishment 
leaders,27, 28 who give meaning to practices, and follows 
three steps. Knowledge acquisition (education, 
information) is followed by knowledge application and 
sharing by different healthcare providers (in this case, 
patients, HealthCare Professionals [HCP] and managers) 
through shared leadership and decision-making on key 
elements such as process design, care design, 
communication, training, and measurement.27 Finally, 
knowledge preservation is accomplished through various 
policies, evaluation systems, research programs, and 
support systems for the purpose of continued 
improvement.27 
 
In sum, the theoretical framework used to build our PE 
for PS assessment tool describes the different levels of 
strategies used by risk or PS managers across not only a 
continuum of knowledge but also multiple levels (strategic, 
organizational or tactical, and clinical). In addition, it 
shows enabling and inhibiting factors of 
institutionalization (integration) of PE for PS, in 
accordance with institutional theory pillars (regulatory and 
normative pillars, which are environmental elements, and 
the cognitive-cultural pillar defining the health 
organization).27, 31, 33, 34 
 
Literature review 
A total of 85 articles and internal documents were found 
which related to PE for PS. Many of these articles 
concerned PE in specific health conditions or areas such 
as prenatal care35 or PE in research.36, 38 In addition to 
these resources, the research team identified grey literature 
and internal documents (government articles and reports) 
on PE in PS from renowned Canadian and international 
groups. 
 
Our literature review uncovered three main areas relevant 
to this project: i) implementation mechanisms and 
approaches for PE for safety; ii) enabling and inhibiting 
factors for PE for PS; and iii) available strategies for 
measuring PE for PS and RM at the organizational level. 
The research team placed particular focus on articles 
which included organizational level strategies, factors, 
tools, and were peer reviewed or systematic reviews. In 
total, 20 articles were retained related to strategies used for 
PE for PS at an organizational level.5, 7, 8, 11, 13, 17-19, 35-45, 47 
 
1. Implementation mechanisms and approaches  
Our review of PE for PS revealed that PE can be 
considered as a continuum along which can be 
placed four types of patient and family engagement: 
informing, consulting, collaborating and co-
creating. These four forms of engagement can 
occur in three different areas: clinical level, 
 
Table 1. Questions asked to the duo of PE/PS experts 
• Were the objective of the tool and the instructions for use clearly stated and helpful? 
• Was the tool easy to use?  
• Was the layout easy to follow? 
• Were the questions easy to understand? 
• Were there important questions missing or needing to be adapted? 
• Do you think this tool will be useful for your organization? How long did it take you to complete the tool? 
• Do you have any other comments on how to improve the tool? 
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organizational level and strategic level.7, 8, 12, 18, 19, 40-
42, 46, 47 At the clinical level, patients can be informed 
and educated about risks related to medical 
procedures by HCPs,8, 12, 40, 41 managers or policy-
makers. They can also be consulted about their 
experience, potential health risks or use of 
healthcare services.18, 40 At the organizational level, 
patients can collaborate to simply report adverse 
safety and quality events so that clinicians are made 
aware and can take immediate action if needed. 
Patients can also become members of RM or 
mortality and morbidity committees, task groups to 
analyze and evaluate incidents and accidents, and 
task groups overseeing incident and accident 
disclosure and reporting.7, 8, 19, 47 At the strategic 
level, patients can be consulted to develop various 
activities that can drive change in organizational 
culture, such as: reports providing transparent 
information on risks, benefits, and costs of care and 
treatment options; appreciation and rewards for 
care that fully incorporates patient and family 
engagement; identifying potential organizational 
research in which to invest; aligning incentives and 
penalties to support patient and family engagement; 
requiring patient and family engagement 
competencies for certification or accreditation; 
advancing patient and family participation through 
legislation; etc. Finally, co-creation between patients 
and professionals/managers and policy makers 
involves co-designing, for example, educational 
programs at all levels or new clinical pathways to 
increase patient safety.8, 18, 40, 41, 12 (Figure 1) 
 
2. Enabling and inhibiting factors   
Carman et al.,18 propose three sets of general factors 
that affect PE at the direct care or clinical level, 
organizational and strategic levels. The clinical level 
factors include patient characteristics such as values, 
knowledge, attitudes, beliefs and previous 
experiences. These factors can influence a patient’s 
level of participation, just like others such as levels of 
education, health status, self-confidence and/or 
social status. Moreover, PE may also depend on 
HCPs and their relationships with patients.18 Indeed, 
HCPs may not have the incentive to include patients 
in their practice, especially if this has little to no 
impact on their remuneration model (no financial 
incentive), for instance.18 Additionally, there is a 
certain knowledge gap, or asymmetry, between 
HCPs and patients that may prevent both parties 
from addressing each other on equal terms. Patients 
may not be able to express themselves with as much 
precision about health conditions, which can hinder 
their ability to assert their point of view or to retain 
the interest of HCPs.7 For their part, HCPs are not 
always comfortable with the notion of sharing 
information or allowing input from patients to 
question their practices. In fact, some may perceive 
patient participation as a hurdle in decision-making 
processes.7 
 
The second set of factors, operating at the 
organizational level, concern its culture, internal 
policies and practices.12 Developing specific targets 
with clearly-identified priorities (including: safety; 
effective evaluation or measures; tools to develop 
and adapt structures and processes to reduce 
dependence on individual vigilance; technological 
support for developing assessment measures, etc.) 
can help enable PE within healthcare organizations 
(HCOs).12 Furthermore, when HCOs encourage the 
participation of relevant professionals by creating 
participation areas,12, 40 this leads to a greater sense 
of initiative and empowerment, encourages 
information sharing, and allows decentralized 
decision-making.40 Creating a culture that supports 
partnership, as well as recognizing and flagging 
dangerous acts, is crucial.40, 48  
 
The third set of factors at the strategic level, concern 
the existence of influencing factors such as laws, 
regulations, policies and social norms, as well as 
available resources to support PE initiatives.12, 13, 40, 48 
 
3. Measuring PE at the organizational level 
There are many ways to collect general PE 
information36-39, 43, 44, 49 (see Table 2). The literature 
revealed four main strategies to assess PE.  
 
Survey-type tools examine specific components of PE, 
such as shared decision-making, supportive self-
management (e.g. chronic disease management) and 
communication18, 39, 50 that can impact PS. Such tools 
have captured the development of PE in prenatal 
care.35 They have provided a framework to describe 
PE in PS, to gain insight into patients’ perspectives 
about their knowledge, comfort level and behaviors 
in promoting their safety while receiving health care 
in hospital.37 They have also been used to assess the 
impact of engagement in research38 or to evaluate 
patient and public involvement in health research.36 
These tools do not focus on PE for PS per se, but 
rather on self-management. Other survey tools at the 
organizational level assess the quality of PE or 
organizational culture which enables PE, trust, 
putting PE structures in place, etc.39 The Public and 
Patient Engagement Evaluation Tool (PPEET), an 
organizational measure of its capacity for, and 
culture of, public and patient engagement,39 does not 
specifically assess PE for PS despite the tool’s 
evaluation of engagement more broadly. 
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Furthermore, although these survey tools incorporate 
concepts of PE, none include the two concepts of PS,23, 51 
that is, Safety I and Safety II, which are both necessary for 
a higher quality, safer and preventive healthcare 
organization.40 For the Safety II, attention is also given to 
performance variability and adaptations that led to 
successful outcomes in the face of risk.23 Thus, the existing 
survey tools found were not specific to PS.  
 
The second strategy includes interviews or focus groups with 
patients, clinicians or managers to collect information 
about how PE is implemented by staff, as well as barriers 
to appropriate PE implementation.50 Existing approaches 
were, again, not specific to PS.  
 
Observing interactions is a third way to measure PE. This 
involves watching encounters between patients and HCPs 
to measure specific components of PE, such as 
communication or shared decision-making, rather than the 
broader concept of PE as a whole.50 Once again, this 
strategy is mostly used to observe general interactions in 
PE, but not necessarily PE for PS.  
The last approach involves performance indicators, such as the 
numbers of patients participating in intervention plans or 
on committees; the number and types of implemented 
policies involving PE for safety and RM; the types and 
documents designed for RM measurement created in 
collaboration with patients; the integration of PE 
indicators for safety and RM; and booklets / documents 
available on PE.50  
 
This literature review revealed four tools to evaluate PE at 
the clinical level in specific disease management areas and 
at the organizational level.36-39 (Table 2) That being said, 
there is a lack of tools which collect information on 
strategies / mechanisms at the system level of an entire 
healthcare institution, particularly in PE for PS integrating 
Safety I approach (incorporating RM practices), and safety 
II approach (incorporating preventative practices as well as 
best practices in PE in RM for PS).  
 
Figure 1. Articles identified for PE in PS at the organizational level by the literature review 
 
 
Articles : PE in PS 
N= 85
Articles: PE in PS  at the 
organizational level
N= 20
[5, 7, 8, 11, 13, 17-19, 35-45, 47]




for PE in PS
N= 9
[7, 8, 12, 18, 19, 40-42, 46, 47]
Measuring PE at the 
organizational level
(N = 10] 




PE in PS in research
N= 2
[36, 38] 




PPPET tool evaluating PE 




Enabling and inhibiting factors
N=6
[7, 12, 13, 18, 40, 48]
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Phase 2: Building a first version 
Following our conceptual framework, the first version of 
our tool contained 91 questions, separated in four sections:  
 
1. Section 1 (n=16 questions) is related to the healthcare 
organization characteristics. It describes knowledge 
preservation policies, and the structure of RM and PS 
inside the organization; 
2. Section 2 (n=16 questions) includes general questions 
on PE strategies and mechanisms in the healthcare 
organization. This section describes knowledge 
acquisition among the different task groups and 
structures in place to engage patients and their 
families; 
3. Section 3 (n=56 questions) includes specific questions 
on PE strategies and mechanisms for PS in the 
Table 2. Tools to evaluate PE in PS at the organizational level 
Title / Author / 
Year 





patient safety / 
Duhn et al./ 
2018 
To gain insight into patients’ 
perspectives about their 
knowledge, comfort level and 
behaviours in promoting their 
safety while receiving 
healthcare in hospital. 
Open‐ended questions were based on professional knowledge 
and common sense. The topics of some questions were 
informed by existing patient safety strategies and the study 
site's patient information booklet, as well as common clinical 
processes (e.g. administration of medication; diagnostic testing; 
staff hand washing). The questions were written at a Flesch‐
Kincaid grade level 5 to reduce the need for clarification and as 
part of best practice to facilitate patient understanding. The 
demographic questions included age; gender; reason for 
admission; length of hospitalization; health status; previous 
hospitalizations; and previous personal experience with adverse 












University / 2018 
1) an Organization tool to 
assess the organization’s 
capacity for, and culture of, 
public and patient engagement; 
2) a Participant tool to obtain 
participants’ assessments of key 
features of the engagement 
activity that they have 
participated in; 
3) a Project tool to assess the 
planning, execution and impact 
of the engagement activity after 
it has been completed. 
The Public and Patient Engagement Evaluation Tool (PPEET) 
includes three tools: the organization tool, the participant tool, 
and the project tool. When used together, the PPEET tools 
provide a comprehensive evaluation of public and patient 












theory to practice 








Forsythe et al./ 
2017 
To present PCORI’s evaluation 
framework for assessing the 
short- and long-term impact of 
engagement; to describe 
engagement in PCORI projects 
(types of healthcare providers 
engaged, when in the research 
process they are engaged and 
how they are engaged, 
contributions of their 
engagement); and to identify 
the effects of engagement on 
study design, processes, and 
outcomes selection, as reported 
by both PCORI-funded 
investigators and patients and 
other stakeholder research 
partners. 
An evaluation framework, as part of PCORI’s evaluation plan, 
was developed with input from several groups representing 
diverse healthcare providers, including the PCORI Board of 
Governors, Methodology Committee, and its Advisory Panel 
on Patient Engagement. The full framework addresses all 
aspects of PCORI’s work and operationalizes questions about 
PCORI’s work in practice. The section focusing on the impact 
of engagement in research is the source of the research 
questions addressed and is organized into four areas: (1) 
description of engagement approaches; (2) effect of 
engagement on research processes and intermediate outcomes 
reflective of studies that matter to patients; (3) longer-term 
effects of engagement on achievement of PCORI’s strategic 
















Gibson A, et al./ 
2017 
To explore the practical utility 
of the theoretical framework as 
a tool for mapping and 
evaluating the experience of 
patient and public involvement 
(PPI) in health services 
research. 
Three workshops were conducted with different PPI groups in 
which participants were invited to map their PPI experiences 
on wall charts representing the four dimensions of the 
framework. The language used to describe the four dimensions 
was modified to make it more accessible to lay audiences. 
Participants were given sticky notes to indicate their own 
positions on the different dimensions and to write explanatory 
comments if desired. Participants’ responses were then 
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healthcare organization. The section pertains not only 
to knowledge acquisition, but also knowledge 
application and sharing within the different task 
groups and structures in place to engage patients and 
their families for RM and PS. The second part deals 
with knowledge preservation within PE policies for 
PS, as well as indicators and structures in place 
(regarding support systems, transparency and 
indicators used to maintain and institutionalize PE for 
PS); 
4. Section 4 (n=3 questions) includes questions on the 
general appreciation of PS and the involvement of the 
respondents in PS committees in the organization. 
This section relates to knowledge acquisition, 
knowledge application and sharing and knowledge 
preservation (see Table 3 for more information).  
 
During the month of September 2016, this first version of 
the tool was sent to the Ministry of Health and Social 
Services of Quebec (MSSS), the quality and ethical 
directorate, and to the Ministry of Health and Solidarity of 
France (the General Directorate of Healthcare Services 
(free translation of Direction générale de l’offre de soins)). The 
objective was to align the tool’s questions with 
government priorities and to be sure that an important 
element had not been omitted. Both governments advised 
to integrate more questions related to PE-sensitive 
performance indicators for health outcomes and costs. In 
total, 55 questions were modified with respect to their 
wording, 13 were deleted and 3 questions on indicators 
were added. Thus, the second version of the tool had 81 
questions instead of the initial 91. 
 
Phase 3: Testing validity and usability  
During September 2016, a second version of the tool was 
sent to five duos of experts on PE/PS, each from five 
different HCOs in Quebec. One duo even filled out and 
analyzed the tool alongside a patient who was part of their 
team. After one week, a conference call was organized 
with each site to discuss the questions. One researcher 
(UAG) led all calls with the expert duos, which lasted 
between 45 and 60 minutes: To ensure the questionnaire’s 
internal validity and usability, some questions were 
answered:   
 
1. Relevance of the tool and questions and question 
comprehension: All respondents mentioned that the 
tool helped guide actions and could be used as a self-
assessment tool for healthcare institutions. The tool is 
best used as a team of health care professionals (an 
expert in PE, RM and or PS and a patient advisor): 
“The tool helps us really frame our strategies and could 
be used as a self-assessment tool for healthcare 
institutions […] It will be used for sure”. 
2. The tool’s layout: The layout was reworked by adding 
specific titles to sections and spaces for comments 
underneath each question. 
3. Important questions missing or to be adapted: 
Questions were added and adapted to word questions 
and use certain terms that were more appropriate for 
the Quebec context (e.g. using the term “users” instead 
of “patients”). Other advice was to include questions 
associated to policies, training, simulations, and 
collaboration strategies with different departments, 
community organizations or other entities such as an 
internal user committee in relation to implementation 
of PE in RM. 
4. Clarity of instructions and of the questions: The tool’s 
instructions were said to be clear and well understood 
by the team of PE professionals and patients, or PS 
professionals and patients, or both. 
5. Time spent answering questions: The average time to 
complete the tool was 55 minutes. 
 
Based on the above comments, a third version of the tool 
(see Table 4), totalling 81 questions, was resubmitted for 
Table 3. Theoretical framework sections based on institutional theory 
(1) Knowledge acquisition 
Knowledge is created for patients, HCPs, and different strategic managers (e.g. through workshops, training and 
education on disease management, RM / safety, and on PE in risk management / safety);  
(2) Knowledge application and sharing 
Managers involve and engage patients in different task groups, committees and teams for shared decision-making on 
process design, care design, communication, training, and measurement (e.g., reporting and disclosure process for 
medical errors, PE in PS and quality improvement plans, processes, monitoring, etc.). Patients could also be engaged in 
incident management (immediate response, disclosure, analysis, follow-up, shared learning, engagement in quality and 
safety committees, assurance reviews, implementing recommendations, etc.).14 
(3) Knowledge preservation  
Managers and the healthcare institution not only engage patients in the creation of different PE policies, evaluation 
systems, research programs, and support systems, but also create a culture of safety, transparency, and collaboration 
among teams (which include patients). An evaluation framework containing measures and indicators is developed as well. 
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final approval to the committee of experts composed of 
the 5 Québec duos of PE and PS managers. (Table 4) 
 
Discussion and Limits 
 
A patient engagement tool for patient safety  
This tool is the first to be dedicated to managers or task 
groups (which could include patients) to assess different 
strategies meant to enhance PS, as well as to track change 
over time. The tool finds its originality in the fact that 
risk/PS managers, in collaboration with patients, can 
assess PE, and then support and deploy strategies and 
mechanisms based on best practices in order to optimize 
efforts for PS and results within the organization and 
inter-organizations. It integrates PE strategies for PS at 
different governance levels of the organization, supported 
by a change management theory which helps decision 
makers / leaders / managers integrate strategies into their 
organizational practices over time. Additionally, the tool 
can help accreditation organizations assess institutions’ PE 
for PS over time. Moreover, the tool also exposes positive 
deviants or best practices (using not only a “Safety I” but 
also a “Safety II” approach)23 through its data collection 
on factors, mechanisms and strategies implemented in the 
HCO which help fully institutionalize (integrate) PE for 
the enhancement of PS.  
 
Table 4. Final layout of the tool (81 questions) 
Section 1 General questions (Number of questions = 14) 
Knowledge preservation* - - 
Descriptive questions about the 
organization 
 
› People working in patient engagement (PE) in patient safety (PS) 
› Number of years employed 
› Training received 
› Structure of PE in PS: e.g., department responsible for PE in PS 
Section 2 Questions related to PE strategies in general  
(Number of questions = 15) 
Knowledge acquisition* › PE activities  
› Structure and strategies used to engage patients 
› Organization and committees 
Knowledge application and 
sharing* 
› Training 
› Simulations  
› Collaboration with different departments or community organizations  
› User committee 
Knowledge preservation* › Indicators: implementation, planning and performance 
› Transparency 
› Policies 
Section 3 › Questions related to RM and PS (Number of questions = 49) 
Knowledge acquisition* › PE activities   
› Structures used to engage patients  
› Organization and committee 




› Collaboration with different departments or community organizations  
› User committee 
Knowledge preservation* › Indicators (implementation, planning and performance) 
› Transparency 
› Policies 
Section 4 › General information of the implication of the people answering the 
tool (Number of questions = 3) 
Knowledge application and 
sharing & knowledge 
preservation* 
› Participation of management in PS committees 
› Additional comments 
 
*These titles do not appear in the tool; they are intended to provide structure to the reader of this article, according to the 
guiding principles of the institutional theory of change within the conceptual framework for the integration of PE for PS. 
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Updated with complementary tools 
In fact, since the tool was created in 2016, our research 
team has been able to adapt and integrate into the tool 
many points mentioned in the literature review (from 2016 
to 2018) such as the literature on “Engaging Patients in 
Patient Safety – a Canadian Guide” which came out in 
2018,24 (p. 63) and other contemporary tools such as that 
used by the American Institute for Research,53 which 
contains an inventory of PE measures at the organizational 
level. According to the latter organization, key elements 
for measuring PE at the organizational level include 
leadership support, participation of patients and families in 
organizational partnership, having policies in place, and 
the type of structures set up to enable patient and family 
participation. This Institute also mentions tools available 
to measure and collect data, ongoing initiatives, and how 
to recruit patient partners and health professionals who 
support PE structures. Indeed, all of the above-mentioned 
elements were incorporated in our PE in PS assessment 
tool. Despite not being specific to PE in PS at the 
organizational level, such elements assisted our validation 
of various sections of our assessment tool. 
 
The preliminary user testing and confirmation of 
tool’s face validity 
To ensure that the tool fulfilled its intended objective, the 
research team followed and met a set of qualitative 
criteria.25 As a first qualitative criterion, the project’s 
internal validity (i.e., whether conclusions drawn through 
the tool’s questions are warranted or not) was enforced 
through the tool’s questions: 1) their relevance for the 
HCO (i.e. did the questions help HCOs structure PE 
initiatives in PS; and did the tool help risk and safety 
managers track change and initiatives of PE in PS?); and 2) 
whether solicited experts were able to understand and 
answer questions posed by the tool and felt that all 
important components were present. Moreover, data from 
the literature review which informed the tool’s 
development were drawn from multiple international data 
sources and were subjected to a rigorous critical analysis. 
The construction of the tool was carried out by 
triangulation of: (1) the combined use of a conceptual 
framework and a literature review; (2) the construction of 
a first version of the tool and its alignment with cross-
jurisdictional priorities; and (3) mobilizing experts in PE 
and PS to test the tool and its usability.  
 
As for transferability, the tool is currently being used in a 
province-wide research project and was sent to all 
integrated healthcare institutions in Quebec (n=24). 
 
The tool’s limits 
One of the limits of our PE for PS tool is the fact that, as 
created, it was not intended to be used by patients alone 
but rather by healthcare professionals and managers 
working in RM or PS or by a task group (on which 
patients might be present). However, if a patient were to 
be part of a working group, he or she would be capable of 
answering the tool alongside healthcare professionals as a 
team or as part of a trio. In fact, one of the expert teams in 
Quebec who tested the tool during phase 3 involved a 
patient advisor. 
 
Secondly, our tool does not address the quality and culture 
of PE within the organization in detail, nor how PE could 
instill trust in an organization. Rather, it focuses more on 
what should be done in order to institutionalize PE in PS. 
The tool can be used in a complementary manner 
alongside other tools in order to evaluate such aspects in 
more detail. These other tools include the American 
Institute for Research inventory of PE measures at the 
organizational level,53 and the Evaluate Team 
Collaboration Skills tool, a toolkit for not only engaging 
patient and families at the planning level, but also assessing 
collaboration over time by taking into consideration 
diversity, structure of participation, and trust.54 Other 
complementary tools are the Engaging Patients in Patient 
Safety guide which provides strategies for organizations 
that need to implement PE in PS,24 and the PPEET39 
which assesses the quality of PE at the organizational level 
through “integrity of design and process.” 
 
Thirdly, the tool’s focus on PE for PS assessment in 
Quebec’s integrated healthcare context may limit its 
applicability to non-Canadian settings and to healthcare 
organizations that focus on smaller and more specific 
populations. While the tool principally relies on Canadian 
experience, we attempted to balance this aspect with an 
extensive review of the international literature, which also 
informed our work, and by diversifying the groups testing 
the tool through participating partner organizations (e.g., 
from major urban centres as well as regional referral 
centres). Also, by involving a counterpart from France, an 
international setting was included in our research. 
Participating practice partners in France have already 
begun to use our PE for PS assessment tool. The tool 
could potentially be used, in translation, by any healthcare 
organization in the world.  
 
The limits identified above reflect a balance between the 
application of rigorous methods and relevance to 
practitioner needs. In light of the considerable investment 
being made in PE for PS in HCOs around the world, this 
early step is critical for ensuring that this rapidly evolving 
field is supported by a strong foundation of evidence. As 
we continue to experiment with this tool, we expect it to 
be not only used by managers in PE and for PS, but also 
by teams that bring together PE/PS managers and patient 
advisors. Understanding how the tool is perceived by 
managers, patients and the public will contribute to its 
improvement over time. You can access the assessment 
tool here: (Appendix B - Questionnaire PE for PS -French 
version). 
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Conclusion  
 
The fairly preliminary user testing and confirmation of the 
PE for PS tool face validity by experts gave birth to the 
development of a tool which has implications for practice 
and research. This tool which assesses for the first time PE 
strategies in patient safety supports decision-making by 
healthcare leaders and updates existing PE for PS 
modalities. There is no other such tool available at present 
to collect this type of information at the organizational or 
system level. The tool also offers an opportunity to allow 
managers in collaboration with patient’s advisors in health 
care organizations to track PE changes in safety strategies 
over time by repeated assessments within the organization. 
PS/RM and PE Managers can use this tool to gain an 
important PE perspective on safety, capturing areas of 
weakness that might otherwise go unreported or 
unidentified. Furthermore, such a tool can be used to 
compare results and to develop standards or best practices 
for PE in safety improvement. Currently, as part of its 
“Global Patient Safety Challenge”, the WHO encourages 
healthcare institutions around the world to “reduce the level of 
severe, avoidable harm related to medications by 50% over the next 
five years.” 55 Our tool could be adapted and adopted by 
healthcare institutions taking on the WHO’s challenge, and 
could be integrated into international standards or even 
best practices of PE for safety.  
 
While the PE for PS assessment tool is currently in French 
(Appendix B - Questionnaire PE for PS -French version), 
an English adaptation will be soon available since a pilot 
project has been completed in English-speaking provinces 
in Canada during the Fall 2020 as well as a psychometric 
analysis of the tool. An article presenting the adaptation of 
the French version of the tool to the English version will 
be published in 2021. As evidenced by existing research, 
patient and family engagement offers a promising pathway 





Ethics approval and consent to participate: The research 
protocol was approved by the University of Montreal 
ethics committee and the Centre de Recherche du Centre 
Hospitalier de l’Université de Montréal: Approval number: MP-
02-2017-6814 -- CÉR CHUM Number: 16.189.40 
 
Consent for publication: We received a signed consent 
form from all 5 duos participants who took part in our 
study, and who are also involved in ongoing research 
projects. 
 
Availability of data and material: All data generated or 
analyzed during this study are included in this article, and 
the end result is the assessment tool which is available in 
French. You can access the assessment tool here 
(Appendix B - Questionnaire PE for PS - French version) 
 
Conflicts of interest: None to declare. 
 
Funding: No funding was provided. 
 
Authors’ contributions: Both of the first authors (UAG 
and MPP) were involved in building the tool. UAG 
performed data analysis, interpreted the literature review 
and carried out the interviews. MPP assisted with 
identifying themes and elements which were important to 
consider. MPP connected the team with experts in RM / 
safety and PE. UAG was responsible for writing the study 
protocol, assisted by MPP. KB reviewed the article and 
helped in building the methodology of the English version 
of the questionnaire. MRG, helped with the literature 
review of the article. 
 
Acknowledgements: We warmly thank members of the 
“Community of practice on patient engagement” in the 
Quebec province of Canada, on the experience and 
partnership of care and services for contributing to the 




1. L. Homsted, Institute of Medicine report: to err is 
human: building a safer health care system. Fla 
Nurse, 2000. 48(1): p. 6., Fla Nurse, 2000. 48(1): p. 
6.. 
2. Baker, G., Norton, P., Flintoft, V., Blais, R., 
Brown, A., Cox, J., . . . Tamblyn, R., "The 
Canadian Adverse Events Study: The incidence of 
adverse events among hospital patients in 
Canada.," Canadian Medical Association Journal, vol. 
170, no. 11, pp. 1678-1686, 2004. 
3. Canadian Patient Safety Institute (CPSI), The Case 
for Investing in Patient Safety in Canada., 2017. 
[En ligne]. Available: Risk Analytica: 
http://www.patientsafetyinstitute.ca/en/toolsReso
urces/case-for-investing-in-patient-
safety/Pages/default.aspx.. [Accès le July 2018]. 
4. Canadian Patient Safety Institute (CPSI), Hospital 
Harm Mesure, 2016. [En ligne]. Available: 
http://www.patientsafetyinstitute.ca/en/toolsreso
urces/hospital-harm-measure/pages/default.aspx. 
[Accès le July 2018]. 
5. Canadian Institute for Health Information (CIHI), 
National Health Expenditure Trends, 1975 to 
2011., 2011. [En ligne]. Available: 
http://secure.cihi.ca/ 
cihiweb/products/HCIC_2010_Web_e.pdf.. 
[Accès le January 2017]. 




Patient Experience Journal, Volume 8, Issue 1 – 2021 55 
6. Leape L. L, Brennan T. A, Laird N, Lawthers A. 
G, Localio A. R, Barnes B. A, . . . Hiatt H., The 
nature of adverse events in hospitalized patients. 
Results of the Harvard Medical Practice Study II., 
N Engl J Med: 324(6), pp. p. 377-84. 
doi:10.1056/NEJM199, 1991. 
7. Bombard Y, Baker R, Orlando E, Fancott C, 
Bhatia P, Onate K, Denis J-L, Pomey M-
P.,"Engaging patients to improve quality care: A 
systematic review.," Implementation science: DOI: 
10.1186/s13012-018-0784-z, p. 13(1) , 2018. 
8. Baker G. R, Denis J. L, Pomey M-P, MacIntosh-
Murray A, Designing effective governance for 
quality and safety in Canadian healthcare., Healthc 
Q, pp. p. 38-45, 2010. 13(1). 
9. Pomey M-P, M.E., Neault C, Biron V, Houle L, 
Blais C,  Bouvette G, St-Pierre N, Lavigueur L, 
Clavel N, Beaumont M, Patient advisors: How to 
implement a process for involvement at all levels 
of governance in a healthcare organization?, Patient 
Experience Journal, 2016. 
10. Johnstone M-J, Kanitsaki O, Engaging patients as 
safety partners: Some considerations for ensuring a 
culturally and linguistically appropriate approach., 
Health Policy, vol. 90, 
n° %1www.elsevier.com/locate/healthpol., pp. p. 
1-7., 2009. 
11. Longtin Y, Sax. H, Leape L.L, Sheridan S.E, 
Donaldson L, Pittet D, Patient Participation: 
Current Knowledge and Applicability to Patient 
Safety., Moayo Clinic Proceedings, vol. 85(1), pp. p. 53-
62. doi:10.4065/mcp.2009.0248., 2010. 
12. Pomey M-P, Hihat H, Khalifa M, Lebel P, Néron 
A, & Dumez V., Patient partnership in quality 
improvement of healthcare services: Patients’ 
inputs and challenges faced., Patient Experience 
Journal, vol. 2(1): Retrieved from 
http://pxjournal.org/journal/vol2/iss1/6., pp. p. 
1-16., 2015. 
13. Schwappach David L.B., Engaging Patients as 
Vigilant Partners in Safety - A systematic review., 
Medical Care Research and Review, pp. p. 1-30. 
doi:10.1177/1077558709342254., 2009. 
14. Organization for economic co-operation and 
development (OECD), Vers des systèmes de santé 
plus performants., OECD, Paris, France: 
http://www.oecd.org/els/health-
systems/31785551.pdf., 2004. 
15. Richards T, Montori V, Godlee F, Lapsley P, Paul 
D, Let the patient revolution begin., BMJ, p. 346. 
doi:10.1136/bmj.f2614., 2013. 
16. Taber D.J, Pilch N.A., McGillicuddy J.W., Bratton 
C. F., Chavin K. D., & Baliga P. K., Improved 
patient safety and outcomes with a comprehensive 
interdisciplinary improvement initiative in kidney 
transplant recipients., Am J Med Qual, vol. 28(2), 
pp. p. 103-12. DOI:. 10.1177/1062860612450309. 
The online version of this article can be found at: 
http://ajm.sagepub.com/content/28/2/103., 
2013. 
17. Doyle C, Lennox L, & Bell D, A systematic review 
of evidence on the links between patient 
experience and clinical safety and effectiveness., 
BMJ Open, Vol. %1 de %23(1). 
doi:10.1136/bmjopen-2012-001570., 2013. 
18. Carman K.L., Dardess P, Maurer M, Sofaer S, 
Adams K, Bechtel C, & Sweeney J, Patient And 
Family Engagement: A Framework For 
Understanding The Elements And Developing 
Interventions And Policies., Health Affairs, pp. p. 
223-231, 2013: 32(2).  
19. Karazivan P, Dumez V, Flora L, Pomey M-P, Del 
Grande C, Ghadiri D. P, Lebel P, The patient-as-
partner approach in health care: a conceptual 
framework for a necessary transition., Acad Med, 
pp. p. 437-41., 2015. 90(4).   
20. Pomey M-P, Dumez V, Boivin A, Hihat H, Lebel 
P, Le partenariat de soins et de services : une 
voix/voie pour donner un sens à la Loi 10 ?, Le 
Point en santé et services sociaux, pp. p. 1-39, 2015. 
11(1). 
21. Accreditation Canada, Strategic plan 2014-2016., 
2016. [En ligne]. Available: 
https://accreditation.ca/sites/default/files/strategi
c-plan-2014-16-en.pdf.. [Accès le July 2018]. 
22. Agrément Canada, Les soins centrés sur l’usager et 
la famille-Quality Matters - Qmentum pour une 
meilleure santé. 2015., 2015. P. 3-5. [En ligne]. 
Available: 
https://accreditation.ca/sites/default/files/qm-
2015-fall-winter.pdf.. [Accès le July 2018]. 
23. Hollnagel, E., Leonhardt, J., Licu, T. & Shorrock, 
S., From Safety-I to Safety-II: A White Paper., 
Eurocontrol, Bruxelles, BE, 2013. 
24. Patient Engagement Action Team., Engaging 
Patients in Patient Safety – a Canadian Guide., 
February 2018. p. 63.. [En ligne]. Available: 
http://www.patientsafetyinstitute.ca/en/toolsReso
urces/Patient-Engagement-in-Patient-Safety-
Guide/Pages/default.aspx.. [Accès le June 2018]. 
25. Creswell J.W., Research design: qualitative, 
quantitative, and mixed methods approaches, 2nd 
edition. Thousand Oaks, CA: Sage Publications, 2003.  
26. Krosnick & Presser, “Question and tool design”., 
handbook of survey research, 2010. 
27. Baumard P., Tacit knowledge in organizations., 
London, Thousand Oaks: Sage publications Ltd., 
1999.  
PE for PS: An evidence-based tool used by healthcare managers, Aho-Glele et al. 
56  Patient Experience Journal, Volume 8, Issue 1 – 2021 
28. Scott R, Michael A, Smith K.G., Institutional 
Theory: Contributing to a Theoretical Research 
Program, In Great Minds in Management: The 
Process of Theory Development., Hitt, eds. Oxford 
UK: Oxford University Press, 2004. 
29. Contandriopoulos A. P., "Réformer le système de 
santé: une utopie pour sortir d'un statu quo 
impossible.," Ruptures, revue transdisciplinaire en santé, 
pp. 1(1), 8-26., 1994.  
30. Begun J.W, Zimmerman B, Dooley K., Health 
Care Organizations as Complex Adaptive Systems., 
Advances in Health care Organization Theory, pp. p. 
253-288., 2003. 
31. Becker M.C, Lazaric N, Nelson R.R, Winter S.G., 
Applying organizational routines in understanding 
organizational change., Ind. Corp. Change, vol. 14(5), 
pp. p. 775-791. doi:10.1093/icc/dth071., 2005. 
32. Contandriopoulos A. P., "Réformer le système de 
santé: une utopie pour sortir d'un statu quo 
impossible.," Ruptures, revue transdisciplinaire en santé, 
pp. 1(1), 8-26., 1994.  
33. DiMaggio P.J, & Walter W. P., The Iron Cage 
Revisited: Institutional Isomorphism and 
Collective Rationality in Organizational Fields., 
American Sociological Review, vol. 48, pp. p. 147-160., 
1983. 
34. Yin R.K., "Changing Urban Bureaucracies: How 
New Practices Become Routinized.," Books 
Lexington, Report, Rand Corporation., MA, 1979. 
35. Dyess-Nugent P.M., Psychometric development of 
the patient engagement in prenatal care scale, 
University of Texas at Tyler, 2019. [Online]. 
Available: 
https://scholarworks.uttyler.edu/nursing_grad/10
0/ . [Accessed on Mai 2019]. 
36. Gibson A, Welsman J, Britten N., Evaluating 
Patient and Public Involvement in Health 
Research: From Theoretical Model to Practical 
Workshop, Health Expectations, vol. 20, p. 826–35. 
doi:10.1111/hex.12486., 2017. 
37. Duhn L, Medves J., A 5-facet framework to 
describe patient engagement in patient safety, 
Health Expect, vol. 21, n° %16, pp. 1122-1133. doi: 
10.1111/hex.12815. Epub , 2018.  
38. Forsythe LA. Heckert, M.K. Margolis, S. Schrandt 
and L. Frank., Methods and Impact of 
Engagement in Research, from Theory to Practice 
and Back Again: Early Findings from the Patient-
Centered Outcomes Research Institute, Quality of 
Life Research, vol. 27, n° %11, pp. 17–31. 
doi:10.1007/s11136-017-1581-x., 2018.  
39. Abelson J, & Public and patient Engagement 
Research-Practice Collaborative., "Public and 
Patient Engagement Evaulation Tool.," 209. Ibid. 
2016.. [Online]. Available: 
https://fhs.mcmaster.ca/publicandpatientengagem
ent/ppeet.html. 
40. Vincent C, Amalberti R., Safer Healthcare: 
Strategies for the Real World. 2016., Heidelberg New 
York Dordrecht London: Springer Cham., Vol. %1 de 
%2DOI 10.1007/978-3-319-25559-0, ed. I. 978-3-
319-25557-6, p. p.170, 2016. 
41. Australian Commission on Safety and Quality in 
Health Care., Safety and Quality improvement 
Guide : Standard 2: Partnering with Consumers., 
ACSQHC, Sydney., 2012. 
42. National Health Service (NHS), High Quality Care 
For All -Next Stage Review Final Report., 44(1), 
19-21. 2008. [En ligne]. Available: 
http://www.ncbi.nlm.nih.gov/pubmed/18549029. 
43. IHI, 19 Avril 2016. [En ligne]. Available: 
www.ihi.org/IHI/Topics/PatientCenteredCare/Pa
tientCenteredCareGeneral/. 
44. The Health Foundation, Helping measure person-
centred care, Mars 2014. [En ligne]. Available: 
http://www.health.org.uk/sites/default/files/Help
ingMeasurePersonCentredCare.pdf. 
45. Sepucha K., Developping instruments to measure 
the quality of decisions: early results for a set of 
symptom-driven decisions., Patient Educ Counsel, pp. 
73 (3): 504-510, 2008. 
46. Pomey M-P, Flora L, Karazivan P, Dumez V, 
Lebel P, Vanier M.C, Jouet E, et al., The Montreal 
model: the challenges of a partnership relationship 
between patients and healthcare professionals., 
Sante Publique, vol. 27(1 Suppl): 
http://www.ncbi.nlm.nih.gov/pubmed/26168616.
, pp. p. S41-50., 2015. 
47. Guadagnoli E, Ward P, Patient participation in 
decision-makin., Elsevier Science, pp. p. 329-339. 
doi:S0277-9536(98)00059-8., 1998. 47(3). 
48. Duckers M, Faber M, Cruijsberg J, Grol R, 
Schoonhoven L, & Wensing M., Safety and risk 
management interventions in hospitals: a 
systematic review of the literature., Med Care Res 
Rev, pp. p. 90S-119S. 
doi:10.1177/1077558709345870., 2009. 66(6 
Suppl). 
49. Canadian Patient Institute for Safety (CPSI), 
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Questionnaire PE for PS - French version 
You can access and review the full questionnaire as supplemental information here. 
 
List of Abbreviations  
 
AE: Adverse Events 
CISSS: integrated health and social service centres (free translation of Centre intégré de santé et services sociaux) 
CIUSSS: integrated university health and social service centres (free translation of Centre intégré universitaire de santé et services 
sociaux)  
CPSI: Canadian Patient Safety Institute 
DQEPE: Directorate of Quality, Evaluation, Performance and Ethics 
HCP: Healthcare professional 
HCO: Healthcare Organizations 
IOM: Institute of Medicine 
MSSS: Quebec’s health and social health ministry 
OECD: Organization for Economic Co-operation and Development 
PE: Patient engagement 
PS: Patient Safety 
PP: Patient partner 
PPEET: Public and Patient Engagement Evaluation Tool  
RM: Risk Management 
UHC: university healthcare centre 
USA: United States of America 




[1] The World Health Organization (WHO) and its conceptual framework for the International Classification for Patient Safety 
(ICPS), define risk management (RM) as “activities or measures taken by an individual or a healthcare organization to prevent, remedy or 
mitigate the occurrence or reoccurrence of a real or potential (patient) safety event.”11, 48 
[2] A “medical error” (or simply error here) is a failure to carry out a planned action as intended or an application of an incorrect plan. Errors 
may occur through doing the wrong thing (commission) or by failing to do the right thing (omission), at either the planning or execution phase.39 
[3] An “incident” is a situation in which harm was caused but no damage occurred.39 
[4] An “accident” is a situation in which harm was caused and damage occurred.39 
[5] The process of comparing a patient's medication orders to all of the medications that the patient has been taking. 
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Knowledge preservation  
(culture is installed) 
 
Micro or 
clinical level of 
engagement 
Patient and family education / 
information and preparation on PE 
in risk management (structure-
process, roles) 
- Educate and prepare patients, 
families and staff to engage with 
health care organization and 
systems through the 
implementation of support 
mechanisms (Educate about 
culture of no-blame and risk 
management; organization 
structure, tools available, etc.) 
Clinicians / leadership education / 
information and preparation on 
PE 
- Educate and Integrate patient and 
family engagement into the 
healthcare professions curriculum 
(role learning) 
- Develop standardized patient and 
family engagement competencies 
- Patients report adverse 
safety and quality events 
(rapid response teams, etc.) 
- Patients and families are 
invited to coach / train 
other patients with their 
disease management and 
risks identification Patients 
and families are able and 
capable to report health 
risks and incidents / 
accidents related to their 
health.  
- Patients are part of clinical 
teams 
- Mechanisms to support 
communication of adverse 
events 
- Develop continuously curriculum / training 
programs in PE in risk management. 
Develop training programs that explain 
roles, explain organizational structure, 
quality and risk management improvement 
processes  
- Support systems in communication. 
Mechanisms that help Clinicians elicit, 
understand, and respect patient perspectives 
and concerns (active listening, patient coach, 
etc.) 
- Available resources in PE (booklet, guide, 
jobs in PE, etc. 
- Clinicians’ task and job description integrate 
PE  
- Develop recruitment that enable the 
ongoing identification and selection of 
effective patient and family advisors 
-  
Role learning, health literacy & knowledge, education, competency 
Factors 
Measurement: 1- Implement additional measures of patient-level experiences, goals, and outcomes. Patient-reported 
outcome measures. Capture patient and family experiences and satisfaction with Decision-support tools and the 







- The organisation asks patients 
about their experiences when 
tackling services, planning, design 
in risk management (surveys are 
used) 
- Patients are engaged on 
different group work 
tasks, committees in risk 
management. 
 
- Documents exist in eliciting structure 
care processes to support patient and 
family involvement in care planning 
and self-management (e.g., Dedicate 
staff and create departments to oversee 
work with patient and family advisors 
Patients co-lead safety and quality 
improvement committees) 
- Communication and technology to 
coordinate activities in-between 
departments 
- Quarterly reports on PE in risk 
management / ongoing activities, etc. 
 
Practice, culture (risk management, culture of no blame) Factors  
Measurement: 1- Implement measures that assess the process of patient and family engagement—how and to 
what extent engagement occurs. 2- Create feedback mechanisms (using measures) to help plan patient care, 
provide real-time, personalized feedback to clinicians and organizations, and drive changes. 3- Conduct 




strategic level of 
engagement 
- Provide access and transparency 
on annual report concerning 
information about risks, 
benefits, and costs of care and 
treatment options 
 
- Patients and families are 
on the board of 
Directors and user 
committees and share 
decision 
 
- Develop organizational policies that 
specify families as full members of the 
healthcare team. 
- Policies about transparency (information 
about risks, benefits, cost of care and 
treatment options, access to medical 
record) 
- Provide recognition and rewards for care 
that fully incorporate patient and family 
engagement 
- Require patient and family engagement 
competencies for certification or 
accreditation. 
Policies, transparency, access to information (report, board of directors) Factors  
Measurement: 1- Policies in place, 2- measures that evaluate number of decision taken with patients and families, 3- 
availability and access of report 
Indicators 
 
